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Fatalities and Injuries from Falls Among Older Adults — United States, 
1993-2003 and 2001-2005 


Unintentional falls are a common occurrence among older 
adults, affecting approximately 30% of persons aged >65 years 
each year (/). The injuries received from a fall can result in 
death, disability, nursing-home admission, and direct medi- 
cal costs (2,3). In 2003, a total of 13,700 persons aged >65 
years died from falls, and 1.8 million were treated in emer- 
gency departments (EDs) for nonfatal injuries from falls.* Falls 
cause the majority of hip fractures, which often result in long- 
term functional impairments that might require admission to 
a nursing home for a year or more (2). To examine trends in 
fatal and nonfatal falls among older persons, CDC analyzed 
U.S. rates of 1) fatalities from falls (during 1993-2003), 
2) hospitalizations for hip fractures (1993-2003), and 3) non- 
fatal injuries resulting from falls in persons treated in EDs 
(2001-2005). This report summarizes the results of those 
analyses, which indicated that, during 1993-2003, the over- 
all rate of fatal falls among persons aged >65 years increased, 
and the rate of hospitalizations for hip fractures decreased; 
during 2001-2005, the change in the overall rate of nonfatal 
injuries from falls was not statistically significant. However, 
disparities by sex existed for all three measures. Certain inter- 
ventions can reduce falls (e.g., exercising regularly or having 
medicines reviewed to reduce side effects and interactions), 
but implementation at the community level remains limited 
(2), and additional measures are needed to promote wide- 
spread adoption. 

Data on fatal falls that occurred during 1993-2003 were 
obtained from annual mortality data of the Vital Statistics 
of the United States (4). Cause-of-death data were based on 
information from death certificates completed by attending 
physicians, medical examiners, or coroners. Fall-related 





* Web-based injury statistics query and reporting system. Available at http://www. 


cdc.gov/ncipe/wisqars. 


deaths for 1993-1998 were defined as those deaths with an 
underlying cause coded E880-—E886.9 or E888, according 
to the /nternational Classification of Diseases, Ninth Revision 
(ICD-9); for 1999-2003, fall-related deaths were defined as 
those deaths coded W00-—W19 according to the Tenth Revi- 
sion (ICD-10) (5). 

National estimates of hospital admissions for hip fractures 
that occurred during 1993-2003 were obtained from the Na- 
tional Hospital Discharge Survey (NHDS), which collects data 
from a sample of inpatient records acquired from a national 
probability sample of nonfederal, short-stay hospitals; data 
represent a sample of hospital discharges. Hospitalizations for 
hip fractures include cases with any diagnosis coded 820, ac- 
cording to the /nternational Classification of Diseases, Ninth 
Revision, Clinical Modification (\CD-9-CM) (6). 

Data on nonfatal injuries from falls that occurred during 
2001-2005 were obtained from the National Electronic 
Injury Surveillance System-All Injury Program (NEISS-AIP), 
which is operated by the Consumer Product Safety Commis- 
sion and collects data regarding initial visits for all types and 
causes of injuries in persons treated in EDs. These data are 
drawn from a nationally representative sample of 66 hospi- 
tals, selected as a stratified probability sample of hospitals in 
the United States (7). Information about the most severe 
injury for each case is collected from the medical record; data 
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are weighted by the inverse probability of selection and 
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summed to produce national estimates. 
Denominators for rates of fatal falls, hip fractures, and non- 
fatal injuries from falls were calculated using U.S. Census 
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U.S. standard population. Weighted least squares regression 
was used to test for linear trend (as the percentage change in 
annual rates); differences with p<0.05 were considered statis- 
tically significant (8). 

During 1993-2003, the age-adjusted rate of fatalities from 
falls increased significantly, and rates were significantly higher 
among men compared with women (Table 1). Fatality rates 
increased both for men (from 31.8 per 100,000 population to 
46.2, an increase of 45.3%) (p<0.01) and women (from 19.5 
per 100,000 population to 31.1, an increase of 59.5%) (p<0.01). 
During 1993-2003, rates increased in all racial populations for 
both sexes, with the exception of black men, whose rate was 
unchanged. In 2003, rates varied by race among both men 
(whites: 48.3 per 100,000 population; Asians/Pacific Islanders 
(A/PI]: 36.6; and blacks: 22.3) and women (whites: 32.8 per 
100,000 population; A/PI: 23.2; and blacks: 13.9). 

During 1993-2003, the overall age-adjusted hospitalization 
rate for hip fractures decreased by 15.5%, from 917.6 pet 
100,000 population to 775.7 (p = 0.001 test for trend) 
(Table 1). The hospitalization rate increased to 990.5 per 
100,000 population during 1993-1996, before declining. 
During 1993-2003, rates differed by sex. The annual rate for 
women was 52%-—119% higher than the rate for men. How 
ever, the hospitalization rate for hip fractures did not increase 
significantly (5.7%, p = 0.53) for men during 1993-2003 
and declined 20.8% p: 0.01) for women. 

During 2001-2005, neither the change in the overall rate 
of nonfatal injury from falls nor any of the changes by sex o1 
race were significant (Table 2). In contrast to fatal falls, 
annual rates of nonfatal injuries for women were, on average, 
18.4% higher than the rates for men. Comparing rates for 
fatal falls and nonfatal injuries from falls during the most 
recent 3-year period (2001-2003) when data for both were 
available, the rate for fatal falls increased 13.3% (9.8% fot 
men and 15.6% for women), whereas the rates for nonfatal 


injuries increased 7.6% (7.5% for men and 7.9% for women 
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Editorial Note: This study examined trends in rates of fatal 


falls and hospitalizations for hip fractures during 1993-2003 
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TABLE 1. Age-adjusted’ rates? of fatal falls or hospitalizations for hip fractures among persons aged >65 years, by sex and race — 


United States, 1993-2003 











Year % change 
Event/Characteristic 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 1993-2003 
Fatal falls 
Both sexes 23.7 23.9 24.4 26.2 27.4 28.5 29.4 29.5 32.5 35.1 36.8 55.3 
Sex/Race$ 
Men overall 31.8 32.9 32.6 34.6 36.7 37.1 38.7 38.5 42.1 44.4 46.2 45.3 
White 32.7 33.9 33.5 36.0 38.1 38.5 39.9 40.0 43.7 46.2 48.3 47.7 
Black 22.1 19.5 21.7 19.5 21.3 21.3 23.7 21.1 25.0 24.6 22.3 0.0 
Asian/Pacific Islander 20.9 36.3 31.9 27.2 28.8 30.6 36.9 31.0 35.1 35.9 36.6 75.1 
Women overall 19.5 19.1 20.0 21.6 22.1 23.7 24.2 24.5 26.9 29.5 31.1 59.5 
White 20.3 20.1 20.9 22.6 23.0 24.9 25.4 25.8 28.3 31.3 32.8 61.6 
Black 10.2 9.1 10.7 10.2 14.5 17.5 12.4 11.0 12.1 11.7 13.9 36.3 
Asian/Pacific Islander 15.0 14.4 15.5 17.4 19.1 17.8 13.6 20.4 18.0 20.9 23.2 54.7 
Hip fractures 
Both sexes 917.6 900.3 875.6 990.5 929.1 930.8 919.3 877.3 866.3 804.8 775.7 -15.5 
Men 552.3 578.0 579.6 567.1 635.7 678.9 597.3 570.6 556.3 525.1 583.6 5.7 
Women 1,118.9 1,078.4 1,033.1 1,239.2 1,096.4 1,071.0 1,098.4 1,042.2 1,038.6 971.4 886.2 -20.8 





SOURCES: Vital Statistics of the United States (fatal falls) and National Hospital Discharge Survey (hip fractures) 


* Age adjusted to the U.S. standard 2000 population 
.Per 100,000 population 
“Whites were all non-Hispanic; blacks might include Hispanics 


TABLE 2. Age-adjusted’ ratet of nonfatal falls among persons aged >65 years, by sex and race — United States, 2001-2005 











Year % change 

Characteristic 2001 2002 2003 2004 2005 2001-2005 
Both sexes§ 4,617.0 4,539.2 4,967.6 4,972.6 4,746.8 2.8 

Sex/Race"l 

Men overall 3,590.0 3,490.6 3,859.4 3,847.6 3,674.0 2.3 
White 3,090.3 2,920.5 3,278.6 3,133.8 2,823.6 -8.6 
Black 2,813.8 3,270.4 3,114.4 3,521.6 3,033.6 7.8 
Women overall 5,283.0 5,238.0 5,697.8 5,712.2 5,466.7 3.5 
White 4,478.2 4,348.3 4,760.4 4,611.3 4,223.2 -5.7 
Black 4,914.3 4,828.8 4,752.5 5,229.3 4,595.7 -6.5 





SOURCE: National Electronic Injury Surveillance System-All Injury Program 


* Age adjusted to the U.S. standard 2000 population 
.Per 100,000 population 
~ Includes persons with missing data regarding race 
Whites were all non-Hispanic; blacks might include Hispanics 


and in rates of nonfatal injuries resulting from falls during 
2001-2005. The findings indicate that rates of fatal falls 
increased significantly among both men and women but were 
consistently higher among men. Whites had the highest fatal 
fall rates, but an increasing trend was observed for all races. 
Changes in rates for nonfatal injuries from falls were not 
statistically significant. 

Although only 3 years of rates for fatal falls and nonfatal 
injuries could be compared directly, the greater increase in the 
fatal falls rate can be partly explained by the increase in injury- 
causing falls overall. In addition, although fatal fall rates are 
age adjusted, residents of the United States are living longer 
in large part because of decreasing mortality from chronic 
conditions (e.g., heart disease, cancer, or stroke). The U.S. 
life expectancy increased from 75.5 years in 1993 to 77.6 years 


in 2003 (9). These changes have resulted in a U.S. population 


with a greater proportion of older adults who are living with 
chronic diseases, leaving them at greater risk for falling and 
less likely to survive the injuries resulting from a fall. 

Rates of nonfatal injuries from falls and particularly rates of 
hospitalizations for hip fractures were higher among women 
than men. However, hospitalization rates for hip fractures 
appear to be declining among women. Older women are dis- 
proportionately affected by osteoporosis, a disease in which 
bones become porous and susceptible to fracture (2). In 
recent years, osteoporosis screening for women and effective 
treatments to rebuild bone mass have become widespread (/0). 
hese public health measures might be reflected in the lower 
rates for fractures. Men tend to have greater bone mass and 
consequently less risk for hip fractures. However, men do sus- 
tain hip fractures, especially after age 80 years; the hip- 


fracture rate among men has not decreased and might be 
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increasing. Screening and osteoporosis treatment might be 
broadened to include older men. 

lhe findings in this report are subject to at least five limita- 
tions. First, three different data sources were used for the three 
rates analyzed (i.e., fatalities from falls, hospitalizations for 
hip fractures, and nonfatal injuries from falls in patients treated 
in EDs); therefore, these data might not be comparable. Sec- 
ond, racial categories used to analyze fatalities and nonfatal 
injuries differed. Third, only 5 years of NEISS-AIP data were 
available; therefore, the same period analyzed for fatality and 
hip fracture rates could not be used for nonfatal injuries from 
falls. Fourth, the rate of nonfatal injuries from falls likely was 
underestimated because only persons treated in hospital EDs 
were included and not those treated in outpatient settings such 
as clinics or physician offices. Finally, NHDS reports the num- 
ber of hospital admissions, not patients; therefore, certain 
persons seeking treatment for hip fractures might have been 
counted more than once. 

Research has identified interventions that can reduce falls, 
but development and implementation of community-based 
programs remains limited (2). Additional measures are needed 
to successfully disseminate effective fall-prevention programs 
and to promote widespread adoption at the local level. To 
help prevent falls among older adults, CDC, in partnership 
with the CDC Foundation and MetLife Foundation, has pro- 
duced four posters and updated and redesigned two brochures. 
What YOU Can Do to Prevent Falls outlines four key fall- 
prevention strategies: exercising regularly, having medications 
reviewed to reduce side effects and interactions, having yearly 
eye examinations, and reducing fall hazards in the home. Check 
or Safety: A Home Fall Prevention Checklist for Older Adults 


guides readers through a room-by-room check of their homes 


to find and fix hazards that can increase the risk for falling. 


lhe brochures and posters are offered in English, Spanish, 
ind Chinese and are available at http://www.cdc.gov/ncipe/ 
pub-res/toolkit/brochures.htm. Additional information about 
CDC's fall-prevention activities is available at http://www.cdc. 
gov/ncipc/pub-res/toolkit/toolkit.htm. 
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Self-Rated Fair or Poor Health 
Among Adults with Diabetes — 
United States, 1996-2005 


Diabetes mellitus affects nearly 21 million persons in the 
United States (/). Maintaining and improving health-related 
quality of life among persons with diabetes is a public health 
goal. Healthy People 2010 includes self-rated health as one of 
three surveillance tools that can be used to measure health- 
related quality of life (2). To assess the prevalence of self-rated 
fair or poor health among U.S. adults with diabetes and to 
identify factors associated with fair or poor health, CDC ana- 
lyzed 1996-2005 Behavioral Risk Factor Surveillance System 
(BRFSS) data. This report summarizes the findings of that 
analysis, which indicated that self-rated fair or poor health 
was three times more common among adults with diabetes 
than among those without diabetes and that the prevalence 
increased during 1996-2005 among young adults (i.e., aged 
18-44 years) with diabetes. The results underscore the need 
for 1) continued interventions to promote healthy behaviors 
and prevent diabetes and 2) interventions for persons with 
diabetes to help them better manage their diabetes and pre- 
vent diabetes complications, which can increase their perceived 
quality of life. 

BRFSS is an ongoing, state-based, random-digit—dialed tele- 
phone survey of the U.S. civilian, noninstitutionalized popu- 
lation aged >18 years; the survey is conducted in all 50 states, 
the District of Columbia, and three U.S. territories. The 
median state response rate (i.e., the percentage of persons who 
completed interviews among all eligible persons, including 
those who were not successfully contacted) was 63.1% (range: 
45.6%-87.1%) in 1996 and 51.1% (range: 34.6%-67.4%) 
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1 2005. The median cooperation rate (i.e., percentage of per- 
sons who completed interviews among all eligible persons who 
were contacted) was 68.2% (r range: 46.1%—91.4%) in 1996 
and 75.1% (range: 58.7%—85.3%) in 2005. Persons with dia- 
betes were defined as font who answered yes to the 


question, “Have you ever been told by a doctor that you have 


diabetes?” Women who were told that they had diabetes only 


during pregnancy and respondents with prediabetes or bor- 
derline diabetes were classified as not having diabetes. Persons 
with fair or poor health status were defined as those who 
responded “fair” or “poor” to the question, “Would you say 
that in general your health is excellent, very good, good, fair, 
or poor?” Respondents who reported “don't know/not sure” 
or “refused” were excluded from the analysis. Age-adjusted 
prevalence was estimated according to the 2000 U.S. stan- 
dard population. Linear regression analysis was used to assess 
the trend of self-rated fair or poor health during 1996-2005. 
Logistic regression analysis was conducted to examine the 
association between self-rated fair or poor health and selected 
characteristics. Estimates were weighted to reflect the age, sex, 
and racial/ethnic distribution of the U.S. population. The sta- 
tistical significance level was p<0.05. 

During 2005, an estimated 49.3% (95% confidence inter- 
val [CI] 


years reported having fair or poor health. After adjusting for 


= 48.2%-50.5%) of adults with diabetes aged >18 


respondent age, the prevalence of fair or i health among 
adults with diabetes was 46.7% (CI = 44.7%-—48.7%), more 
than three times the rate among adults without diabetes 
(14.2%, CI = 13.9%-14.4%). During 1996-2005, no sig- 
nificant change was identified in the ovcedll prevalence of self- 
rated fair or poor health among adults with diabetes, although 
the prevalence did vary by age group. The prevalence did not 
change for persons aged >45 years but increased significantly 
(21.9%) among those aged 18—44 years (from 35.6% in 1996 

» 43.4% in 2005) (Figure). 

In 2005, the age-specific prevalence of fair or poor health 
was signific — lower among persons aged 18—44 years 
(43.4%, Cl = 39.7%-47.0%) than among those aged 45-64 
years (50.5%, rs = 48.9%-52.1%) or >75 years (52.1%, Cl 
= 49.7%-54.6%) (Table). In addition, the age- -adjusted preva- 
lence was aie among women compared with men (51.1% 
Cl = 48.9%-53.3% vs 42.6%, CI = 39.2%-45.9%, respec- 
tively); among non-Hispanic blacks and Hispanics compared 
(49.9%, CI = 45.8%-—53.9% and 
53.9%-65.7% vs 42.1%, Cl = 39.9%-44.3% 
respectively); among persons without health insurance cover- 
, Cl = 51.5%- 


-46.6%, respectively); among 


with non-Hispanic whites 
59.8%, Cl 


age compared with those with coverage (56.7% 
61.9% vs 44.5%, Cl = 42.5% 


current smokers compared with nonsmokers (55.5% 


FIGURE. Prevalence of self-rated fair or poor health among 
adults with diabetes aged >18 years, by age group — 
Behavioral Risk Factor Surveillance System, United States, 
1996-2005 


70 





Percentage 


18-44 yrs 
45-64 yrs 
65-74 yrs 


>75 yrs 











r r 7 ™ r 


1997 1998 1999 2000 2001 2002 2003 2004 2005 
Year 


CI = 51.7%-59.3% vs 44.4%, CI = 42.0%-46.8%, respec- 
tively); and among insulin users compared with those who 
did not use insulin (58.5%, CI = 54.1%—63.0% vs 43.3%, 
Cl = 40.6%—46.0%, respectively). In addition, as level of edu- 
cation increased, the age-adjusted prevalence decreased. As 
duration of diabetes increased, prevalence also increased 
(Table). 

In multivariate analyses, the following characteristics were 
significantly associated with an increased risk for self-rated 
fair or poor health after adjusting for all other factors: being 
aged 45-64 years (odds ratio [OR] = 1.5), 65-74 years (OR = 
1.4), or >75 years (OR = 1.6); Hispanic ethnicity (OR = 1.6); 
current smoking (OR = 1.7); obesity (OR = 1.4); duration of 
diabetes of >20 years (OR = 1.3); and insulin use (OR = 2.0) 
(Table). In contrast, the following factors were associated with 
a decreased risk: being a man (OR = 0.8), having a high school 
education (OR = 0.5) or more than a high school education 
(OR = 0.3), and having health insurance coverage (OR = 0.7). 
a gy by: L Pan, MD, Q Mukhtar, PhD, SL Geiss, MA, M Rivera, 

PhD, A Alfaro-Correa, PhD, R Sniegowski, MPH, Div of Diabetes 
Translation, National Center for Chronic Disease Prevention and Health 
Promotion, CDC. 

Editorial Note: Self-rated health status is a useful indicator 
of a population's overall well-being because lower ratings of 
health status have been associated with increased mortality 
and morbidity (3). Fair or poor health among persons with 
diabetes is also associated with the presence of diabetes- 
related complications such as lower extremity amputation, 
blindness, kidney failure, and cardiovascular disease (4). The 
finding that adults with diabetes are more than three times 
more likely to report fair or poor health than persons without 
diabetes likely reflects the effects of diabetes and its complica- 
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TABLE. Prevalence’ of self-rated fair or poor health among 
adults with diabetes aged >18 years, by selected characteris- 
tics — Behavioral Risk Factor Surveillance System, United 
States, 2005 





Self-rated fair or poor health 
(95% Clit) ORS (95% Cl) 





Characteristic (%) 
Age group (yrs)’ 
18-44 43.4 (39.7—47.0) = — 
45-64 50.5 (48.9-52.1) (1.2-1.8) 
65-74 49.4 (47.1—51.7) (1.1-—1.7) 
»75 52.1 (49.7-54.6) (1.3-2.1) 
Sex 
Female 51 (48.9-53.3) 
Male 5 (39.2—45.9) 
Race/Ethnicity 
White, non-Hispanic 
Black, non-Hispanic 





(0.7-0.9) 


(39.9—44.3) 
(45.8-—53.9) 
(53.9-65.7) 


(0.9—1.2) 
Hispanic (1.3-2.0) 
Educational level’ 
Less than high school 70.4 (65.9-74.9) 
High school (46.1—52.5) 
More than high school (33.4—38.6) 
Health insurance coverage 
N 56 : 61 


Ye 


(0.4—0.6) 
(0.2—0.3) 


Current smoking status 


y 


Diabetes duration (yrs) 
4 5.0 (41.5 
] 41 (37.5—46.< 
19 53.7 (48.2 
(43.3-£ 


Insulin use 


J (40.6—46.0) 
(54.1—63.0) 2.0 (1.7-2.3) 
* Age adjusted to the 2000 U.S. standard adult population, except for the 
age groups, for which crude data are presented 
nfidence interval 





dds ratio; model includes all variables 


significant trend (p<0.05) among subcategories 


* Reference group 
' Body mass index = weight (kg) / height (m<). Normal = 18.5-24.9; over 
weight = 25.0—29.9: obese = >30.0 


tions on quality of life. In contrast to older adults, the preva- 
lence of fair or poor health increased during the past decade 
mong young adults with diabetes. Additional research is 
needed to identify the factors related to this trend. 
Consistent with previous studies (4—6), self-rated fair or poor 
health correlates with certain health risk factors, illness sever- 
ity, and certain sociodemographic characteristics. Health risk 
factors such as smoking and obesity are associated with fair or 
poor health, as are certain indicators of disease severity, such 


as insulin use and duration of diabetes. Among those with 


diabetes, subgroups such as older persons, women, Hispan- 
ics, persons with less than a high school education, and per- 
sons without health insurance coverage are more likely to report 
fair or poor health. The disparities among these subgroups 
might result from differences in the prevalence of diabetes- 
related complications; access to health-care services; quality 
of care received; and behavioral, social, or cultural factors. 
These disparities suggest the need for targeted interventions, 
such as promoting healthy behaviors through effective smok- 
ing cessation and weight-loss programs, improving diabetes 
management through preventive-care practices, and increas- 
ing access to health-care services. 

lhe findings in this report are subject to at least two limita- 
tions. First, BRFSS excludes persons who do not have landline 
telephones, thus the results might not be representative of cer- 
tain segments of the U.S. population. Second, self-rated health 
is subjective, and psychosocial factors such as level of social 
support and beliefs about certain health behaviors can affect 
how persons respond to questions about self-rated health (7). 
However, the retest consistency of respondent self-rated health 
has been validated (8). 

Iwo of CDC’s health protection goals are “live a healthy, 
productive, and satisfying life” and “live better, longer” (9). 
CDC provides funding, resources, and technical assistance to 
59 diabetes prevention and control programs in the United 
States. Continued surveillance of the health status of persons 
with diabetes monitors the well-being of this population and 
the effectiveness of prevention strategies and provides data for 
public health agencies that are creating programs to promote 
population health. Collaboration among health-care systems, 
health-care providers, policymakers, and other organizations 
are needed to create interventions to improve the health of 
persons with diabetes. For example, diabetes education and 
counseling can improve patients’ self-perceived health by en- 
hancing their feelings of self-efficacy (7). The National Dia- 
betes Education Program (NDEP), which is cosponsored by 
CDC and the National Institutes of Health, educates persons 
with diabetes about risk factors, raises public awareness of dia- 
betes-related complications, and attempts to improve outcomes 
of diabetes through partnerships with other sectors of the U.S. 
health-care system. Additional information about NDEP is 
available at http://www.ndep.nih.gov. 
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Hazardous Materials Release Resulting 
from Home Production of Biodiesel — 
Colorado, May 2006 


On May 7, 2006, a hazardous materials (HazMat) release 
occurred in a residential area of Colorado when a homeowner 
who was processing a tank of homemade biodiesel fuel forgot 
to turn off the tank’s heating element and left for the week- 
end. The heating element overheated and caused a fire that 
burned the surrounding shed and equipment (Figure). The 
shed had contained >600 gallons of biodiesel and 


: : 
recycled restaurant cooking oil, smaller amounts of glycerin 


FIGURE. Shed debris resulting from home-based biodiesel 
production fire —- Colorado, 2006 





Photo/Kenneth Killip 


and sodium hydroxide, and 1-gallon containers of sulfuric 


and phosphoric acid; a mixture of these ingredients seeped 


into the ground during the fire. A certified HazMat team and 
the local fire department responded. Investigators found seven 
55-gallon barrels of methanol and other hazardous materials 
outside the shed. No injuries or evacuations occurred. To pre- 
vent potential injuries, biodiesel should be purchased from a 
licensed commercial source. 

The recent rise in petroleum prices has caused an increased 
interest in alternative fuels such as biodiesel (/). Although 
many alternative fuels exist (e.g., ethanol, hydrogen, and natu- 
ral gas), biodiesel is used increasingly as a diesel-replacement 
fuel in the United States because it can be manufactured from 
readily available ingredients such as vegetable oil, animal fat, 
or recycled restaurant cooking oil (2). Biodiesel is created 
through a chemical process involving the reaction of fat or oil 
with methanol in the presence of a catalyst (e.g., sodium or 
potassium hydroxide) to produce methyl ester (i.e., biodiesel) 
and glycerin, a byproduct used in soap and other products 
(3,4). Biodiesel can be used in vehicles and machinery 
designed to operate on diesel fuel, such as automobiles with 
diesel (but not gasoline) engines, fuel and heating-oil boilers, 
and nonaviation turbines (3). 

Biodiesel usually is produced commercially; however, some 
persons in the United States and elsewhere produce biodiesel 
in their homes for personal use. Those who produce home- 
made biodiesel should be aware of the substantial risk for injury. 
Substances used in biodiesel production can be highly explo- 
sive (i.e., methanol) or corrosive (i.e., sodium hydroxide). If 
improperly handled, these substances can cause severe eye, 
skin, and upper respiratory irritation; chemical burns; and 
other serious injuries (S—7). During the preceding 10 years, 
almost all fires and injuries caused by home production of 
biodiesel of which the National Biodiesel Board (NBB) is aware 
were caused by improper handling of methanol during pro- 
duction. NBB is the nonprofit trade association coordinating 
regulatory, technical, and market development of the fuel as a 
commercial product. The event described in this report is the 
first known to NBB involving a heating element in an unin- 
tentional fire related to home production of biodiesel. 

This HazMat event was reported to the Hazardous Sub- 
stances Emergency Events Surveillance (HSEES) system 
operated by the Colorado Department of Health and Envi- 
ronment; HSEES was created by the Agency for Toxic Sub- 
stances and Disease Registry (ATSDR) (8). This multistate* 


health department surveillance system tracks morbidity and 





* Colorado, rida, lowa, Louisiana, Michigan, Minnesota, New Jersey, New 


Fle 
York, North Carolina, Oregon, Texas, Utah, Washington, and Wisconsin. 








1228 MMWR 


November 17, 2006 





mortality resulting from events’ involving the release of 


hazardous substances. However, because reporting HazMat 
events to HSEES is not mandatory, participating state health 


departments might not be informed about every event. 


Production of homemade biodiesel can be dangerous for 


persons without appropriate training and equipment. There- 


fore, this fuel should be purchased from a licensed source. 


Reported by: K Killip, Hazardous Materials Response Team, Parke 


r / ] yy ; J 
tection District, Arapaho/Douglas County; C Kelley, Colorado 


of 7 yoo” iD ; ID 
fléautp and [ hvironment 5 Howell Vational Biodte SEL board, 


MSPH, M Orr, MS, Div of Health 
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stances and Disease Registry 





Notice to Readers 





Status Report on CDC Laboratory Animal 
Care Accreditation 


CDC conducts vital animal research to understand and 
ultimately prevent viral, mycotic, bacterial, and other diseases 
that threaten populations worldwide. CDC has a moral and 
ethical responsibility to humanely care for the animals that 
contribute to this research. 

Since 1967, CDC has participated in and received accredi- 
tation from the Association for Assessment and Accreditation 
of Laboratory Animal Care International (AAALAC) program. 
[his accreditation process is an added safeguard to ensure ethi- 
cal and humane treatment and care of the animals entrusted 
to the agency for participation in its researc h programs. 

In late 2005, AAALAC conducted a review of CDC’s 
research programs and laboratories for conducting animal 
research and noted certain areas in need of improvement, 
including the policies and procedures of CDC’s Institutional 
Animal Care and Use Committee. AAALAC issued recom- 
mendations for raising the quality of animal care at CDC and 
enhancing worker safety. As a result of the AAALAC findings, 
CDC's accreditation was placed on probationary status. 

In response to this review, CDC conducted it own investi- 
gation. Subsequently, during 2006, CDC upgraded its labo- 
ratory research facilities, improved the electronic records 
management system for its animal care program, and hired 
additional staff members to carry out the oversight and record 
keeping functions required for the animal care and use pro- 
gram. In addition, CDC changed lines of authority and 
responsibility to ensure impartial and credible oversight, 
including moving oversight for the animal care and use pro 
gram to the Office of the Director, putting it on equal stand 
ing with oversight for human subjects research, and assigning 
three veterinarians and two animal caretakers with indepen- 
dent access to the agency's Biosafety Level 4 laboratory. 

In late October 2006, a five-member panel from AAALAC 
conducted a follow-up site visit to CDC’s Atlanta campus; 
the official report is pending. CDC expects a full report from 
AAALAC in early 2007. Additional information regarding 
CDC's animal research facilities, practices, and electronic 
records management systems is available at http://www.cdc. 


gov/od/science/regs/acup. 
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QuickStats 


FROM THE NATIONAL CENTER FOR HEALTH STATISTICS 


Prevalence of Overweight* Among Persons Aged 2-19 Years, by Sex — 
National Health and Nutrition Examination Survey (NHANES), 
United States, 1999-2000 Through 2003-2004 
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Male Female 
Sex/Years 


* Defined as having a body mass index (weight [kg] / height [m*]) at or above the 
95th percentile for age and sex based on the reference population of the CDC 
2000 growth charts (available at http://www.cdc.gov/growthcharts). 


From 1999-2000 through 2003-2004, the prevalence of overweight among males and females increased from 
14.0% to 18.2% and from 13.8% to 16.0%, respectively. By 2003-2004, approximately 12.5 million persons 
aged 12-19 years (17.1%) were overweight. Additional information regarding NHANES is available at http:// 
www.cdc.gov/nchs/nhanes.htm. 


SOURCE: Ogden CL, Carroll MD, Curtin LR, McDowell MA, Tabak CJ, Flegal KM. Prevalence of overweight 
and obesity in the United States, 1999-2004. JAMA 2006;295:1549-55. 
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TABLE I. Provisional cases of infrequently reported notifiable diseases (<1,000 cases reported during the preceding year) — United States, 





week ending November 11, 2006 (45th Week)* 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending November 11, 2006, and November 12, 2005 
(45th Week)* 

Chlamydia‘ Coccidioidomycosis Cryptosporidiosis 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum Cum 

Reporting area week Med Max 2006 2005 week Med Max 2006 2005 week Med Max 2006 2005 
United States 10,236 19,286 35,170 826,278 828,989 131 149 1,643 6,964 3,886 48 73 594 4,442 6,802 
New England 764 635 1,550 28,922 27,556 — 0 0 — — _ 4 35 257 328 
Connecticut 171 178 1,214 8,385 7,936 N 0 0 N N — 0 32 32 77 
Maine 35 43 67 1,951 1,950 N 0 0 N N — 0 4 34 27 
Massachusetts 429 296 608 13,311 12,393 -- 0 0 — — — 1 14 88 142 
New Hampshire 46 38 65 1,725 1,609 - 0 0 -- — 1 5 43 34 
Rhode Island 83 61 107 2,634 2,838 — 0 0 — — 0 6 14 13 
Vermont — 18 43 916 830 N 0 0 N N _ 0 5 46 35 
Mid. Atlantic 986 2,397 3,696 104335 102,493 — 0 0 _ — 3 11 444 499 2,866 
New Jersey 58 363 497 15,482 16,668 N 0 0 N N — 0 3 11 56 
New York (Upstate) 244 499 1,727 20,814 20,410 N 0 0 N N 3 3 441 153 2,420 
New York City 427 740 1,567 33,086 33,371 N 0 0 N N — 2 7 88 140 
Pennsylvania 257 757 1,104 34,953 32,044 N 0 0 N N — 4 7 247 250 
E.N. Central 962 3,126 12,578 135,858 140,573 — 1 3 41 11 a 16 105 1,112 1,538 
Illinois 348 978 1,695 45,515 43,920 — 0 0 — — — 2 18 139 150 
Indiana 288 390 510 16,820 17,390 N 0 0 N N 3 1 18 88 77 
Michigan 224 661 9,888 29,863 23,507 — 0 3 35 11 — 2 8 123 100 
Ohio 18 637 1,430 26,753 38,045 — 0 2 6 — 6 5 33 327 737 
Wisconsin 84 391 531 16,907 17,711 N 0 0 N N — 5 53 435 474 
W.N. Central 231 1,157 1,456 50,538 51,147 — 0 12 1 4 6 11 75 770 576 
lowa — 157 225 7,019 6,347 N 0 0 N N 1 1 28 165 119 
Kansas 120 150 269 6,200 6,400 N 0 0 N N — 1 8 76 34 
Minnesota — 231 347 9,631 10,709 — 0 12 — 3 3 2 22 204 126 
Missouri -—— 437 610 19,355 19,450 — 0 1 1 1 1 2 18 161 241 
Nebraska 103 96 176 4,664 4,425 N 0 0 N N 1 1 16 7 26 
North Dakota 8 34 58 1,446 1,430 N 0 0 N N — 0 4 9 1 
South Dakota — 51 116 2,223 2,386 N 0 0 N N — 1 7 68 29 
S. Atlantic 2,164 3,67 4,938 159,388 152,499 — 0 1 3 2 23 15 67 995 650 
Delaware 7 68 92 3,089 2,946 N 0 0 N N — 0 3 13 6 
District of Columbia 52 52 138 2,302 3,286 _ 0 0 — — — 0 2 13 13 
Florida 643 957 1,156 42,219 37,232 N 0 0 N N 19 6 32 481 303 
Georgia 8 661 2,142 27,249 27,407 — 0 0 — — — 4 12 210 127 
Maryland 244 328 468 14,998 16,087 — 0 1 3 2 — 0 3 15 29 
North Carolina 549 613 1,772 29,265 27,300 N 0 0 N N 4 1 11 90 77 
South Carolina 254 318 1,452 16,794 15,902 N 0 0 N N — 1 13 119 21 
Virginia 373 430 840 20,843 20,015 N 0 0 N N - 1 6 45 61 
West Virginia 4 57 226 2,629 2,324 N 0 0 N N — 0 3 9 13 
E.S. Central 1,188 1,391 1,947 63,665 60,299 — 0 0 — — 2 3 12 158 204 
Alabama 23 406 756 17,936 13,988 N 0 0 N N 2 1 10 70 23 
Kentucky 358 148 402 7,202 7,635 N 0 0 N N _- 1 8 35 138 
Mississippi 324 363 807 16,324 18,424 — 0 0 — — — 0 3 16 2 
Tennessee 483 511 609 22,203 20,252 N 0 0 N N — 0 5 37 41 
W.S. Central 1,239 2,189 3,605 95,349 96,125 — 0 1 1 3 3 35 241 214 
Arkansas 137 155 335 7,174 7,518 - 0 0 — — 1 0 2 20 5 
Louisiana 74 254 608 11,739 14,881 — 0 1 1 N — 0 9g 54 78 
Oklahoma 358 220 2,159 10,895 10,279 N 0 0 N N 2 0 4 37 40 
Texas 670 1,458 1,904 65,541 63,447 N 0 0 N N — 2 26 130 91 
Mountain 671 1,028 1,839 44,277 54,091 10 112 452 4,760 2,533 2 3 39 343 124 
Arizona 347 368 881 16,529 18,316 10 108 448 4,644 2,438 — 0 3 24 9 
Colorado 49 144 482 5,199 13,213 N 0 0 N N 2 1 7 64 45 
Idaho — 49 191 2,333 2,282 N 0 0 N N — 0 5 35 14 
Montana 14 43 195 2,189 2,019 N 0 0 N N _- 1 26 127 16 
Nevada 160 85 432 4,420 6,134 _— 1 4 52 57 — 0 1 9 11 
New Mexico — 179 339 8,126 7,206 — 0 3 1 17 — 0 5 25 15 
Utah 101 94 173 4,344 3,928 — 1 3 49 18 — 0 3 16 11 
Wyoming — 27 54 1,137 993 — 0 2 2 3 — 0 11 43 3 
Pacific 2,031 3,323 5,07: 143,946 144,206 121 43 1,179 2,158 1,336 — 1 52 67 302 
Alaska 132 81 152 3,617 3,680 — 0 0 — — — 0 1 4 3 
California 1,292 2,578 4,231 112,822 111,921 121 43 1,179 2,158 1,336 _ 0 14 — 176 
Hawaii _ 102 135 4,479 4,795 N 0 0 N N — 0 1 4 1 
Oregon 119 170 315 7,638 7,704 N 0 0 N N _ 1 6 59 66 
Washington 488 340 604 15,390 16,106 N 0 0 N N 0 38 — 56 
American Samoa U 0 46 U U U 0 0 U U U 0 0 U U 
C.N.M.1 U 0 0 U U U 0 0 U U U 0 0 U U 
Guam —— 17 27 -- 734 — 0 0 -- — — 0 0 — — 
Puerto Rico 163 77 187 3,855 3,576 N 0 0 N N N 0 0 N N 
U.S. Virgin Islands — 5 16 178 196 — 0 0 — — — 0 0 —_ _ 
C.N.M.1.: Commonwealth of Northern Mariana Islands 
U: Unavailable —: No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 


* Incidence data for reporting year 2006 is provisional 


. Chlamydia refers to genital infections caused by Chlamydia trachomatis 
* Contains data reported through the Nationa! Electronic Disease Surveillance System (NEDSS) 
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TABLE ll. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 11, 2006, and November 12, 2005 
(45th Week)* 





Haemophilus influenzae, invasive 
Giardiasis Gonorrhea All ages, all serotypes 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week Max 2006 2005 week Med Max 2006 2005 week Med Max 2006 2005 


United States 183 < 1,029 14,647 16,768 3,524 6,520 14,136 287,635 285,618 13 


New England 4 1,054 1,490 120 109 288 4.876 4,880 
Connecticut 253 310 40 43 241 1,984 2,044 
Maine 4 155 187 1 2 8 114 118 
Massachusetts 357 667 61 46 86 2,122 2,142 
New Hampshire 26 54 - 3 9 166 149 
Rhode Island 100 107 9 19 432 376 
Vermont 165 - 1 4 58 51 


Mid. Atlantic 3,031 392 1,014 28,082 29,446 
New Jersey 404 164 4,428 4,932 
New York (Upstate) 1,061 455 5,408 5,949 
New York City 788 382 8,346 8,960 
Pennsylvania 778 2 9,900 9,605 
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TABLE li. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 11, 2006, and November 12, 2005 
(45th Week)* 





Hepatitis (viral, acute), by type 
A B Legionellosis 
Previous Previous Previous 
Current 52 weeks Cum Cum Current _ 52 weeks _ Current 52 weeks Cum 
Reporting area week Med Max 2006 2005 week Med Max week Med Max 2006 


United States 12 245 2,788 3,684 
New England 20 152 426 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 
U: Unavailable —: No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
; Incidence data for reporting year 2006 is provisional 

Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 11, 2006, and November 12, 2005 
(45th Week)* 





Lyme disease Malaria 
Previous Previous 
Current 52 weeks Current 52 weeks 
Reporting area week week Med Max 


United States 125 235 2,153 5,17 5 12 
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N.M.1.: Commonwealth of Northern Mariana Isiands 


navailable No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
jence data for reporting year 2006 is provisional 
ntains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 11, 2006, and November 12, 2005 
(45th Week)* 





Meningococcal! disease, invasive 
All serogroups Serogroup unknown Pertussis 
Previous Previous Previous 
Current 52 weeks Cum Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area week Med Max 2006 week Med Max 2006 2005 week Med Max 2006 


United States 11 1 
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>.N.M.1.: Commonwealth of Northern Mariana islands 
Unavailable No reported cases N: Not notifiabl Cumule > year-t yunts Med: Median Max: Maximum 
* Incidence data for reporting year 2006 is provisiona 
ntains data reported through the National Electronic Disease Surveill 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 11, 2006, and November 12, 2005 
(45th Week)* 





Rabies, animal Rocky Mountain spotted fever Salmonellosis 
Previous Previous Previous 
Current 52 weeks Cum Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area week Med Max 2006 week Med Max 2006 2005 week Med Max 2006 
United States 37 119 228 5,457 § 3 47 38 1,880 1,545 499 2,291 36,038 
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>.N.M.1.: Commonwealth of Northern Mariana Islands 
U: Unavailable No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
* Incidence data for reporting year 2006 is provisional 

ntains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 11, 2006, and November 12, 2005 
(45th Week)* 





Shiga toxin-producing E. coli (STEC)' Shigellosis Streptococcal disease, invasive, group A 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 2005 week Med 2006 2005 
United States 23 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 

U: Unavailable No reported cases N: Not notif 
ncidence data for reporting year 2006 is provisional 
Includes E. coliO157:H7; Shiga toxin positive, serogroup r 0157; and Shiga toxin positive, nc rogrouped 
Contains data reported through the National Electronic Disease irveillance System 


Max: Maximum 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 11, 2006, and November 12, 2005 
(45th Week)* 





Streptococcus pneumoniae, invasive disease 
Drug resistant, all ages Syphilis, primary and secondary Varicella (chickenpox) 
Previous Previous Previous 
Current 52 weeks Cum Current 52 weeks Cum Current 52 weeks Cum 
Reporting area week Med Max week Med Max 2006 week Med Max 2006 


United States 3 3 2,14 2,184 88 176 334 7,77 3e 469 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 11, 2006, and November 12, 2005 
(45th Week)* 





West Nile virus disease’ 
Neuroinvasive Non-neuroinvasive 


Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 2005 


United States 170 351 1,189 — 1 380 2,382 1,680 


0 














= 


New England 
Connecticut 
Maine 
Massachusetts 
New Hampshire 
Rhode Isiand 
Vermont 


Mid. Atlantic 

New Jersey 

New York (Upstate) 
New York City 
Pennsylvania 


E.N. Central 
Illinois 
Indiana 
Michigan 
Ohio 
Wisconsin 
W.N. Central 
lowa 

Kansas 
Minnesota 
Missouri 
Nebraska 
North Dakota 
South Dakota 


S. Atlantic 
Delaware 
District of Columbia 
Florida 
Georgia 
Maryland 
North Carolina 
South Carolina 
Virginia 

West Virginia 
E.S. Central 
Alabama 
Kentucky 
Mississippi 
Tennessee 


W.S. Central 


Arkansas 


3 4 
2 


< 


~Oo-NW 


1 


o oo°o°o°c;o 
ooo°o°co 
ooo 


oO 
> 
— W 


NPRPOND COCO0O-00W 
ooo 


ooo 
=“WMmo 


Oo 


oo 
nN > 
o 


mf « 
ro) 


— \) 
0 OM 


oO 


oo 
o—- © 
eole 
mM @W— PO 


>oO O° 


2ooc¢c oO 
~~ ret. tT 
NOUINON SO 

oO 
~ 
OONNWLHOD 


> 


Ww 


NM MO W 


Ww 


Louisiana 
Oklahoma 


Texas 


Mountain 
Arizona 
Colorado 
Idaho 
Montana 
Nevada 
New Mexico 
Utah 
Wyoming 
Pacific 
Alaska 
California 
Hawai 
Oregon 
Washington 


American Samoa 

C.N.M.1 ) 
Guam 0 
Puerto Rico 0 
U.S. Virgin islands 0 





C.N.M.1.: Commonwealth of Northern Mariana Islands 

U: Unavailable No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 

* Incidence data for reporting year 2006 is provisional 
Updated weekly from reports to the Division of Vector-Borne Infectious Diseases, National Center for Zoonotic, Vector-Borne, and Enteric Diseases (proposed) (ArboNET Surveillance) 
Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Ill. Deaths in 122 U.S. 


cities, week ending November 11, 2006 (45th Week) 





All causes, by age (years) 


All causes, by age (years) 





All 


Reporting Area Ages 
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Unavailable 


No reported cases 


* Mortality data in this table are voluntarily reported from 122 cities in the United States, most of which have populations of >100,000. A death is reported by the place of its 
»ccurrence and by the week that the death certificate was filed. Fetal deaths are not included 


Pneumonia and influenza 


Because of changes in reporting methods in this Pennsylvania city, these numbers are partial counts for the current week. Complete counts will be available in 4 to 6 weeks 


‘Because of Hurricane Katrina, weekly reporting of deaths has been temporarily disrupted 


* Total includes unknown ages 
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FIGURE |. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals November 11, 2006, with historical data 


CASES CURRENT 
DISEASE DECREASE INCREASE 4 WEEKS 


Hepatitis A, acute 149 
Hepatitis B, acute 157 
Hepatitis C, acute 
Legionellosis 
Measies* 
Meningococcal disease 
Mumps 
Pertussis 


Rubella” 





r a T T 


0.03125 0.0625 0.125 0.25 


Ratio (Log scale)' 
=] Beyond historical limits 


* No measles or rubella cases were reported for the current 4-week period yielding a ratio for week 45 of zero (0 

T Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and subsequent 4-week 
periods for the past 5 years). The point where the hatched area begins is based on the mean and two standard 
deviations of these 4-week totals 
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